NRA- € -23-05 -2 UT

APPLICATION FORM FOR ASSISTANCE {Healthcare) Kowshika
mhmm ki ) foundation
mwam e Vlesa3[ 0aé3 o lela5 23 —
NAME of APPLICANT * AGE-TEARS WI-T | sEx i
e Sunda 4 |F
mwimt Hd.."},cm-f

PRESENT RESIDENCE ADDRESS AN ST W1

P darua o WA Mathilingy Pmem]b P@’}ﬁ;?

V.F &XHoS
PERMANENT RESIDENCE ADDRESS | =al sty wm
SOTME ) abere
E H®me aaken \MARRIED (o) | uNMARRIED (sfies)
TOTAL ANNUAL INCOME - . (Attach Prool of Income|
A aifies s Syuowm - ( Fagn D (mwm e /]
PAN No. 241f mim Ham
ARE YOU AN INCOME TAX ASSESSEE [Tich whichevir s applicable): Yes [ Ho —
TR A AW S T L (W W TR W R W e e wom | —
FAMILY OETAILS sftam [
B¢, No, Nama of Family Member Age (Yeurs) Gender Ralation with Applicant
5 T _wﬁ':tuiﬂ-'{ﬁmm nm:tl; sl WEATR ¥ W W
L. Eadha (hanah [ A F UAb A
s ManShi R 21 M3 4]
X E i %] E__IDauglden (R Zaidl
- Gr Ty . 13 M 1=rdanl SO
~ BASIS for REQUESTING ABSISTANCE (Tick whichaver b applicabls)
wrren % o faefa s
BPL Card
[Artach Card Copy) qn.mgﬁ MI m Enﬁll ﬂmﬂmm
it i yEm I W I W 2 o W
(w9 W we s Wl (e o e ufy e W) (e W W% o ufy s W
“PURPOSE” for REQUESTING ASSISTANCE:
wmr By et m el W e
Sr. Mo Madical ReportsPrescriptions Attached
Wi spamevEien & wit o) wf whvies g de
PE — T odareicd
L £ - Cadarnal +
] \.'-Jﬂﬁ N —(REJ 3 S + PMMEB
ASSISTANCE BEING AVAILED lor SAME “PURPOSE" from OTHER SOURCES
™ TS ¥ ¥ v S wee fEd s | o wy
S, No NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
¥ FE 57 ¥ W1 A i i vy it
{s DECC A008 ] —




DECLARATION by APPLICANT. s g s w5

1)1 hereky confinm that =1 detalls in this Form ate Tmenmemmmywmﬂn.ﬁmﬂwwmmﬂmwﬂmmnﬂmmw_nnm
habile for

2} | sobemnly gandion thist assistance, | recelved from Koshikes Foundation, will be used only for the “purpese”, as stated in this Form, for which such assistance
was Tequetled by me

3) I hereby confim Mat | have not & will not in fulure, aval of reimbursement, in part o in full, from any other source’employerinsurance company, of fhe amount
for which this sssistancs B reguoilsd.

1) & e s f o W S Tl il e S0 e # s wn m a #1wi i P o e s v e & 0 9 wee fow W wm el B

2) Wt g W wewn vl Cwimw wmt Al e o wwm o e e i S e e A wmvs A wow

3) % yfe wwe o o fan sty wn kol of §, o ofow sl @ e free e e d ey v @ o o o f oo s wiwe o ofm
AGREEMENT by APPLICANT [ smtw o1 wm)

1} By 2flixing my sgnatue or thumb impression on this Form, | (Applicant) hereby sgree & authorse Koshika Foundation and it's Trusiess io

s/ publishipul-up/roproduge my name, address, photo & detalis of the “purpese’, for which such assistance is requestedigranted, through any

medium. including bul rot limiled to verbal, print, elactronic, for sobciting donations for Koshika Foundation and/or disseminating information about i('s

achvilics/nchievemants. Such use of my photo & details con ba mads by Koshika Foundallon before or after my Weatmenl or lufiiment of the "puipose”
for which assitanco (& being requostod

A1 [ Applicant) luitner agree thal any such use of my name, address, photo & detalls of the “purpose”, fior which such assistance is requesiadigranted,
will nol aulomatically snditle me lo teceiving of conlinuing the sakd assistonce. The dedislon for granting andlor conlinuing the assistence will rast solely
with Lhe Trustees of Koshika Foundation, and their decision is this regasd will be final and accepiahia 10 me.

L) g0 e ue o e oS3 W1 w v, 8 (o) s sl o) e s f wf “sine et sheow i < W sfege s ] e b
v, i W e g wee o i £ o S aife e s, o, e gt gt @ e ofellied sin soefer] @ ot fard oy e

W waim W ® e st b # v oW e 6 opee ® wd om oy S e F ey sl e o o sty b

2) 8 () o B wem I e, =, w5 ol Teen W P me 5 weed @ Wi § 5 o e v T v T owe A

“wtrm” e e =l we Fle s ol e v

APPLICANT'S BIGMATURE OR LEFT THUMB IMPRESSION ;

NERPES T S 1 Ay

AGREEMENT by HOSPITAL (gewrsr o0 5780
By alluing hereunder, signature of our Aulhorisod Signatory for recommanding this case/patient for financial assistance lrom Koshika Feundation, we
(Hospital) hareby affirm & accept lofowing;
1) Ihot we nedher are presently nor will in future evall of financial assistance from another NGO or any other source, for the same palientcase, as we ae
requesiing o gal from Koshika Foundation, to the extent ihat such assistance is granted by Koshika Foundation. I the requested assistance (s not
by Kehdka Foundation. in part or in full, thien the Haspital reserves [I's ight to make bp the shortfal fram another NGO or mny other source, This
confirmation essentialiy siates that the Hospital will not avail any duplicats assistance for the same patient/case from any othar RGO or any other source.
2) The assistance from Koshika Foundation ks only linanclal in nituns, The cholce of the ireatmentiprocedure advissd/conducted by the Hospltal on the
patient, s hated on the arrangement between Ihe patient & the Hospital, and is in no way Influenced by Koshika Foundalion. Henca, the Hospital will

s sole & complele responaibllity of the rmatmont & I1's oulcome & aalely of the patlent, snd Koshika Foundation will have no role or responilbiliny
I e makier

vt sfiegn, wened o 8 s s eifre et @ fafie wmen o feltn o it 4, B e oree) e veR @ ws w wien s

1) W f o & i aie e o il s faedl foamerll ste @ el s i 3 T At o W om oA ok § B R e e e
# fenf i 79 & w3 “wiive s g0 w Ay i b ol i W g wee el s i s T e e o s
mmhmﬁm-ﬂﬂrnmimﬂimMnﬂnulamﬁimwuikmmmmﬂm&hm
e mrwl v W Gkl s we & od) Sty

2. T WS A A e S e v W ) ol o v o i of weee w fed ot wvmien w o dd

¥ v w P e e e o e v W o o B it e d O F g o st s [ ETE
W) wivlh o “wifen @ o sftve Tl g o o wi el

RECOMMENDED FOR AC CE

L W
Date of Surgery Dr. TANUJI GABA!
st ! Wi M.B.B.S«

S
2
= N
relog |23 GLac (Name, Designation Signatory
rime_ M e w e

FOR INTERNAL USE of KOSHIKA FOUNDATION  swftw awam

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

WMIJ /-Eé{jﬂ/r:zg_—d

/]

23.09.2022



